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A large group meeting of patients and health team widespread in the majority of Mental hospital is often called "community meetings". The community meeting occurs in inpatients setting as a part of the therapeutic action delivered to clients. The authors ask the question of What is The Purpose of Community Meeting in an Inpatients Psychiatric Unit? Community meeting is a part of milieu program, its a regular meeting in an inpatient unit for all staff and patients on the unit, the duration range from 45 to 60 minutes, it can be held once daily to once weekly. The member of the meeting includes nurses, social workers, occupational therapists and psychiatrics.
The meeting derived from work done in England during World War II. At that time, large number of patients needed care for the treatment of mental illnesses, the treatment are primary guided by psychoanalytic theory and clinical experience, the use of community meeting is classified as " milieu therapy".
A systematic search of the literature published between 2006 and 2012 was undertaken to identify research available on chemotherapy induced nausea and vomiting and quality of life.
This study is aimed at examining the impact of chemotherapy-induced nausea and vomiting on QoL of patients amon gcancer patient. The mixed methods review was conducted using critique quantitative studies prospective. The authors concluded that even if the number of the published studies specifically aimed to evaluate the impact of the chemotherapy-induced nausea and vomiting (CINV) on Quality of life (QL) can be considered high, those showing results that are reliable and helpful to orient the clinical decision are few. Also considering the improvement in antiemetic therapy obtained in the last few years, and the more frequent implementation of reliable antiemetic guidelines, as well as the recent increasing diffusion of lower emetogenic chemotherapies, more research should be performed to obtain results on the impact of CINV on QL useful to orient the choice of antiemetic therapy.
Nurses are communicating between each other and with other health care workers, in order to provide good nursing care for the patients. The authors attempt to describe nurses` experiences of communication during verbal hand-over reporting, on inpatient units. Qualitative, semi-structured open ended interviews carried out with ten participants. Content analysis method is used to analyse the data in this study. The study showed that the hand-over verbal communication experienced between the nurses had many advantages which can be connected with nurses´ satisfaction in providing high quality care and that this reflects positively in patient's satisfaction and safety. The points considered as challenges are related and connected to; miscommunication, misunderstanding, incomplete patient data and language issues. The advantages and challenges shown in the result section of this study are important factors to be taken into consideration, for further research in the area of communication in hand-over reporting. Further research in the field can lead to improved safety and quality of care for patients in hospitals in Saudi Arabia.
A policy analysis paper discussed the effect of smoking on public health. Jordan has a series of smoking control policies that have been established since 1971. However, apparently there are many factors that prevent the actual implementation of smoking control policies in Jordan. The authors reviewed the smoking control policies applied, to demonstrate the efforts that have been spent at the national and at international level to enforce these policies, and discussed the major factors that prevents the actual implementation of the smoking control policies, to assess and analyze the protect public health from smoking dangerous policy in Jordan regarding to (administrative ease, cost and benefit, effectiveness, equity, legality and the political acceptability). The author propose solutions that may enforce smoking control policies to protect Jordanian health from the risk of tobacco smoking. In this issue a number of papers from the region deal with various issue of interest to the nursing field and the community.
E D I T O R I A L FROM THE EDITOR

A Case Study looked at Pain Experience among Patients Receiving Cancer Treatment Pain
The author stressed that pain is the most feared symptom found in patients who have malignant tumor, and represents the most feared consequences for patients and their families.
Inadequate management of pain is the result of various issues that include: under treatment by clinicians with insufficient knowledge of pain assessment and therapy; inappropriate concerns about opioid side effects and addiction; a tendency to give lower priority to symptom control than to disease management; patients under-determined purposes of interventions and optimal use of limited inpatient resources. The authors concluded that the violence on mental health staff is prevalent and increasing in the MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013 MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4 Background/Introduction: Assessment is an integral part of the health care profession. Clinical examination skills are the bridge between the patient's history and the investigations required to make a diagnosis: an 'adjunct to careful, technology-led investigations' [1] .
The objective structured clinical examination (OSCE) has become a standard method of assessment in both undergraduate and postgraduate students [2] . OSCE is a practical test to assess specific clinical skills, a well-established method of assessing clinical competence. The OSCE was first introduced in medical education in 1975 by Ronald Harden at the University of Dundee [3] [4] . The aim of the OSCE was to assess clinical skills performance. Currently, the OSCE assessments, the administration, logistics and practicalities of running an OSCE are more expensive than traditional examinations [5] . However, this must be set against their reliability, which is far superior to the traditional short case, a versatile multipurpose evaluative tool that can be utilized to assess health care professionals in a clinical setting. It assesses competency, based on objective testing through direct observation [6] .
The OSCE style of clinical assessment, given its obvious advantages, especially in terms of objectivity, uniformity and versatility of clinical scenarios that can be assessed, allows evaluation of clinical students at varying levels of training within a relatively short period, over a broad range of skills and issues [7] [8] .
It is critical to improve faculty and preceptor's ability to facilitate and assess learning and to apply instructional design principles when creating learning and assessment tools, help faculty to more objectively assess student performance by implementing objective structured clinical examinations (OSCE) and validated knowledge assessments [9] [10] .
This study was done on nursing educators who are participating in the OSCE workshop, to evaluate their knowledge and perception regarding OSCE and to assess pre and post work shop knowledge enhancement with self-assessment.
Method
A cross sectional survey designed to evaluate the knowledge and perception of nursing educators regarding OSCE at OSCE workshop in North Batinah Nursing Institute at Sohar Hospital Sultanate of Oman. All nurse educators from different regions of Oman participating in the workshop and giving consent to participate in study, were included in this study.
Data Collection: Data was collected through self-filled questionnaire by the participant which included demographic characteristics (age, gender, year of practice) and questions regarding knowledge and perception of OSCE construction as well as self-assessment of their own performance. Principal Investigator ensured uniformity, explained the questionnaire objectives to the participant and obtained written consent before collecting the data. Survey instrument was made after literature search was reviewed by and agreed on via several brain storming sessions. Validation of questionnaire on small group (pilot) was also done.
Ethical Considerations: This study proposal was approved by Internal Review Board for ethics of Oman Medical College as well as Ministry of Health Oman.
Workshop description
This workshop was design to train the trainer in OSCE organization and implementation. This workshop aimed to encourage constructive dialogue between health professional educators in the use of OSCE for student learning and assessment, creativity to develop OSCE, encourage a liberation of minds, to meet the challenges of developing and assessment of skills in health professional education and ensures that all the examiners have been prepared to the same standard and fully understand their role. The main objectives were to understand the structure of the OSCE, the roles of the supervisors and the students, list the logistics of setting an OSCE, demonstrate how to construct an OSCE station, and learn how to train a simulated standardized patient.
The workshop emphasized interactive sessions based on working out exercises and handson experience in addition to core lecture presentation on OSCE process; validity and reliability of the OSCE stations being used, length of each OSCE station, the range of advanced clinical skills being examined, clinical skills to discern whether the nurse practitioner student can independently assess and perform the task.
Workshop Structure:
The participants were given reading and an information website regarding OSCE and its construction. The program was conducted for a whole day.
After introducing the facilitators and providing a brief description regarding the workshop content, the participants took a pretest. The second activity for this day included Historical Background Application of OSCE in the Foundation Course of Nursing followed by an introduction to the structure, importance, validity and reliability of the OSCE with learners' understanding and importance in nursing education. The participants were given a few OSCE cases to study before they started constructing their own OSCE station of setting an OSCE, including the blueprint, inventory, and venue preparation.
The participants were divided into groups of two or three. Each group was asked to write a short case station that included the information for students (aim, data, and task/s), the scoring sheet for the supervisor and materials required/ the scenario for the standardized patient. Each group shared the prepared case with the others. All the participants commented on the case and agreed on the final material. At the end of the session, the participants prepared the blueprint and inventory for the cases they constructed. These stations were used as the hands-on experience of the OSCE.
The last segment was the demonstrating of what had been learned and observed in previous sessions. The participants were involved in preparing the stage for five OSCE stations. The participants were divided into groups of two. Standardized patients were available for each group to train. Then a real OSCE was performed. Each member of the group acted alternatively as a supervisor and as a student.
After that, participants met to receive feedback from the standardized patients and to provide each other with feedback regarding the process of OSCE from the perspectives of students and supervisors as well as the possible amendments to be done to the station write-ups.
The final activity was evaluating the workshop and completing a posttest.
\
During the evaluation session, the participants were encouraged to report any development related to future implementation of the OSCE in their universities.
Evaluation
Participants were asked to complete an anonymous satisfaction survey. Participants elicited their opinion on a 5-point Likert scale (1=Poor, 5=Excellent) to assess the quality of teaching material, facilitators' knowledge and skills, value of hands-on experience, quality of syllabus/handout, overall course evaluation, and their ability to conduct an OSCE.
Data Analysis
Data were analyzed using the Statistical Package for Social Science (SPSS version 18). The obtained data were coded, analyzed, and tabulated. Descriptive analysis, including frequencies, was performed, and the paired sample t test with a 95% confidence interval was used to compare means and test for statistical significance.
Result
The response rate was 75%, out of 36 participants 28 completed the pre and posttest with feedback.
Paired sample t-tests were done on the 10 questions that were asked to participants before and after the workshop.
While all the responses are generally favorable, with average scores for all question (pre and post) being above the mid-likert point, there were significant pre-post differences for 3 of the questions.
It is clear that the views of participants on whether OSCE scenarios are uniform (q4), whether they allow for teaching audit and for demonstration of emergency skills (q5), and whether they are time consuming to construct and administer (q7) have changed as a result of this workshop. For all three of these items there a significant increase in the level of agreement following the workshop.
Feedback
The feedback from participants in the workshop was overwhelmingly positive. With all median value either 'agreeing' or 'strongly agreeing'. Figure 2 shows the average of the feedback for each question (with standard error displayed).
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Result
Discussion
There is a growing international interest in teaching clinical skills in nursing education. OSCE is a form of performance-based testing used to measure candidates' clinical competence. It is designed to test clinical skill performance and competence in skills such as communication, clinical examination, medical procedures , prescription, and interpretation of results The workshop aimed to encourage the nurse educators to construct OSCE for student learning and assessment and to encourage creativity to develop OSCE. Expert-delivered workshops improves the ability to implement assessment approaches when compared to self-study alone [11] .
Our study group in the workshop has shown great enthusiasm and improvement in knowledge. The context, educational tools, and collective motivation to learn and suggested the approach as a feasible and effective strategy for disseminating and incorporating medical teaching.
Our study has shown a significant improvement in posttest scores, signifying better knowledge about OSCE and its implementation.
Literature supports the utility of OSCE as a reliable tool for assessment and this should be used as choice for clinical skills assessment [12] .
In the workshop trainers learnt how to construct the OSCE and few concepts were cleared after the workshop. It is evident that it should be applied carefully to get maximum benefit [13] .
The participants exhibited a significant improvement in the mean score of the posttest delivered at the end of the workshop as compared to the mean of pretest. OSCE can be used as an assessment tool for formative and summative assessment, as a resource for learning, as a basis for abbreviated versions of physical examination assessments and to identify gaps and weaknesses in clinical skills [14] [15] There was significant knowledge improvement in posttest on the question about the scenarios are uniform for all candidates, OSCE allow for teaching audit and for demonstration of emergency skills and OSCE is time consuming to construct and administer. There are various evidence based information that multiple and emergency skills can be evaluated in OSCE [16] [17] . Many studies have shown that trainer workshops are an effective training tool for continued medical education among health care professionals in several fields of education .This methodology allowed the participants to apply the learned material through discussion with the facilitators and granted them the opportunity to ask questions for any further clarifications [18] [19] . Our workshop participants showed appropriate posttest knowledge, some of the theme was cleared after the workshop. It is imperative to train the trainer to get the maximum benefits and appropriate health care delivery [20] [21] .
The overall evaluation of the workshop was over whelming positive. The majority of participants MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4
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rated all the items between agree and strongly agree. Most of the nurse educators were confident in quality and practice session which helped them learning, applicability of the OSCE test in terms of planning, organizing, and designing stations as a clinically useful new idea. In the simulation the trainers were very excited and felt how the simulators feel when they are examined by the students [22] . Their self-assessment was appropriate and honest and majority agreed this is important for lifelong learning which identify your strength and weaknesses [23] .
In our workshop, the participants had the opportunity to demonstrate their knowledge and skills by conducting a real OSCE. Benefit was noted during the practical application of the training and the ability to apply theoretical principles acquired early on in the workshop. Workshop participants were positive concerning their ability to conduct an OSCE in the future [24] .
Besides providing learning skills and principles, clinical educators need to develop sound evaluation of what they teach. This workshop was conducted to help participants become trainers who can effectively assess clinical skills of their students and consequently single out any gaps in education. The positive attitude toward adopting OSCE was observed and was reassuring as more than two thirds were inclined to conduct the OSCE in the future.
Conclusions
Implementing to train the nurse educators workshops may be a feasible and effective way to enhance one's knowledge and skills in conducting OSCE. It would be reasonable to adopt an interactive, hands-on, exercise-rich methodology to implement such workshops, and our study serves as a guide in this respect. We suggest conducting a follow-up workshop to explore barriers and feedback from the participants' implementation. Shetland, 2004) . The purpose of the current paper is to use a systematic method and analytical approach to analyze the admission policy in Princess Basma Hospital and to develop the best solutions for the problems that are identified in the policy based on a pre established criteria. The policy analysis will include six steps policy analysis criteria, as the following steps: Verifying, defining and detailing the problem, establishing evaluation criteria, identifying alternative policies, Assessing alternative policies, displaying and distinguishing among alternatives, and implementing, monitoring, and evaluating the policy.
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Verifying, Defining and
Detailing the Problem
The basic problem in the admission policy of Princess Basma Hospital is related to the patient's safety and feeling of being secure. Although the admission policy in the Princess Basma Hospital mentioned that its major purpose is to admit the patient in an easy and safe way, the safety precautions were not mentioned clearly. The extent of safety problems identified in the policy includes psychological and physical aspects.
Before explaining these aspects, it is important to mention that all admitted patients to Princess Basma Hospital must be provided with standard precautions and information to achieve feeling of being secure in the environment. However, some deficits in the current policy may hinder patients from feeling secure in the environment. For example, any newly admitted patients will be advised to report directly to the main reception. The patient will be directed by the receptionist to the relevant ward. If the patient is unfamiliar with the hospital or requires any other assistance, the receptionist will make arrangements to assist the patient to the relevant ward area (Protocol on Admission to Hospital in Shetland, 2004) . Then, a member of the ward team will meet and greet the patient and take them to their allocated bed. The process on each ward will vary according to ward philosophy and workload, but the following principles will be always applied when admitting patients: such as introducing fellow patients; patient's doctor will be informed of his/her arrival on the ward, promoting prompt assessment, clinical examination and the ordering of any relevant tests; and orienting to the local environment, persons, and procedures including toilets, washing facilities, nurse call bell system, time of food, taking of details by health care professionals, routine observations, blood test, visiting times, introduce the patient to others in the ward, introducing to health care professionals by name and title MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4 MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013
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Protocol on Admission to Hospital in Shetland (2004) cited that patients need to understand that family and carers have the opportunity to interact and support the patient during admission and prior to discharge, inclusive of participation in the leave and discharge by planning processes with the consent of the patient to feel safe and secure in the environment. In addition, the clients and recognized carers should have the opportunity to discuss any issues encountered during admission and as part of the discharge. They can also share the planning process with their treating medical officer and members of the treating team. The admission policy in Princess Basma Hospital did not provide any data about that and focused mainly on the process of admission.
As identified by the previous discussion, our objectives in the following analysis will focus on admitting the patient in an easy and safe way by working to provide the least restrictive environment that supports patients to feel safe and secure during admission. This will be achieved by using a more client-centered approach in addition to providing the most effective inpatient treatment and care. These objectives are consistent with the general purposes of Princess Basma Hospital admission policy.
It is very important for patients to feel secure and safe during the admission into any .health facility. This will keep the patient calm, relaxed and decrease the risk of other harm such as violence toward health care professionals and other patients. However, our major concern is including actions that aim to enhance patients feeling of being secure. This concern is usually expected by patients and their families in addition to health care providers because they know that the patient will experience a lot of stressors during admission and need to feel secure and safe. This can be achieved by adding some aspects in the admission policy such as all patients are treated as individuals and that their needs are met in a manner that recognizes this; all patients, and where appropriate their relatives and carers, are involved in planning their care from the moment they are admitted to hospital; the admission process is as quick and efficient as possible; the importance of early planning to facilitate a smooth discharge is recognized, therefore this process will begin as soon as practical after admission; an immediate explanation is offered for any delays that occur during the admission process, and that all possible steps will be taken to rectify the situation; and any concerns patients and, where appropriate relatives and carers have regarding the progress of their admission will be listened to where appropriate, and action will be taken to address these concerns (Protocol on Admission to Hospital in Shetland, 2004) .
Patients and their families have less power than the health care providers to achieve the expected outcomes related to patients' feeling of safety and security during admission. This is because health care providers have some legal authority related to their position.
Estimation of resources needed to solve the problems that have been explained previously reveals that we mainly need human resources. The human resources include the chief nurse executive who is working on the policy to identify the limitations related to patient's safety and modifying or adding the new suggestions to the current policy, and the nurses who are responsible for applying the policy and evaluating the outcomes.
Establishing Evaluation Criteria
The major goal for the current policy is to admit the patient in an easy and safe way. The policy has not included explanations for the method in which outcomes will be measured and evaluated. However, the effectiveness of the current policy to achieve the expected outcomes was measured by two major criteria; the content of the policy, and reports of patients, families, and health care providers.
The first criterion focused on the content of the policy. The content of the current admission policy didn't include many actions that are needed to admit patients safely and make patients feel secure in the environment, such as orientation to the local environment, persons and procedures, including toilets, washing facilities, nurse call bell system, time of food, taking of details by health care professionals, routine observations, blood test, visiting times, introducing the patient to others in the ward, introduction to health care professionals by name and title e.g. doctor, nurse, presence of identification band and mentioning to the patient an approximate length of time they can expect to stay in hospital.
The second criterion focused on the reports of patients, families, and health care providers. Most reports of patients, families, and health care providers either by their verbalization or objective assessment, mentioned that the patients aren't satisfied about the current policy for feeling safe and secure in the environment.
As the policy has a major goal to admit the patients in an easy and safe way, the desirable outcomes of applying the current policy are to provide safety for patients, satisfy feelings of being safe and secure in the environment, and using the least restrictive approaches to achieve these outcomes as reported by patients, families, and health care providers.
The most important criterion is the effectiveness of achieving the desired goals appropriately. Other important criteria include administrative ease of the policy. This can be measured by using solutions that do not require more new structures, staff, or other resources. Cost is another important criterion; this can be measured by identifying the cost of implementing solutions on taxpayers, such as the MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4
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In addition to the previously mentioned criteria, other criteria include the net benefits, equity, legality, and political acceptability. Net benefit is the benefits that can be achieved if compared with the costs, equity refers to the distribution of the benefits equally on the service users, legality includes the presence of authority to implement the proposed solution, and political acceptability refers to being the proposed solution acceptable to political leaders or popular among general citizens.
Identify alternative policies
To identify alternative policies, brainstorming and obtaining solutions using alternative policies developed by experts, were used. However, considering the status quo or no-action alternative, was applied.
The first option to stay with the status quo or no-action alternative. This option includes leaving the current policy free from any additional instructions that enhance patients' ability to feel safe and secure in the environment.
The second option is including specific actions in the policy that enhance patients' ability to feel safe and secure in the environment. This option is derived from Protocol on Admission to Hospital in Shetland (2004) which included specific instructions, for example:
• Each patient arriving at the hospital must be greeted by a member of staff who must introduce themselves by name and title e.g. doctor, nurse. An outline of the admission process must be described. The name of the doctor under whom the patient has been admitted must be given and details of any routine procedures, i.e. taking of details, routine observations, blood test, must be explained.
• The patient must be orientated to the local environment including toilets, washing facilities and nurse call bell system.
• On arrival to the allocated bed, it must be considered if it is appropriate to introduce the patient to others in the bay.
• The ward routine must be explained. A copy of the generic hospital booklet 'Welcome to Princess Basma Hospital' must be made available to the patient and in addition local information relevant to the ward area should be shared and supported with a local booklet detailing, for example, ward round times, meal times and any other specific information.
• Visiting times must be explained clearly, highlighting the reasons for restrictions and these details should be highlighted to any accompanying person.
• The patients must be asked if they have any particular needs to be addressed during their hospital stay. At this point it is important to establish if the patients have any communication requirements.
• On admission each patient must be made aware of the approximate length of time they can expect to stay in hospital.
• Each patient must be involved in their plan of care and must be kept informed of their progress.
• Each patient must be informed that if they wish to raise concerns or are unhappy with any aspect of their care, they may raise the matter with any member of staff so their problem can be resolved quickly.
• All patients admitted or undergoing treatment must have 1 wrist band detailing the following:
• Full name
• Date of birth
• Patient number
• The wrist bands must be red if the patient is reported to have an allergy. All details must be checked with the patient or accompanying person prior to application.
The third option is including general actions in the policy that enhance the patient's ability to feel safe and secure in the environment. This option is derived from admission to inpatient services policy by the Health Boards Executives in its Project Guideline (2003) which included general instructions, for example:
• Provide the best available evidence practice and treatment within a safe environment for consumer, staff, carers and visitors
• The consumer and recognized carers should have the opportunity to discuss any issues encountered during admission, during any period of leave and as part of the discharge planning process with their treating medical officer and members of the treating team.
• Extended access to rapid assessment clinics and outpatient radiology and pathology services.
• Rapid assessment and extended access to diagnostics (unnecessary delays in admitting and/or discharging patients from hospital may arise from avoidable delays in patient assessment by specialists, duplication of tests or the absence of high or low dependency beds).
• Early Senior Medical decision making available at the point of admission.
• Close multidisciplinary team work.
• National agreed standardized triage processes to ensure clinical prioritization of patients on their arrival in the Emergency Department and to ensure timely and appropriate care is delivered.
• Patients should be streamed into the following categories:
ii. Minor illness and injury stream (patients who are unlikely to be admitted);
iii. Pediatric cases;
iv. Specialized medical/surgical team assessment for patients who may require admission; psychiatric case assessment service.
• Care pathways to minimize delays in the Emergency Department if admission is definite.
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• These pathways should be developed in consultation with the relevant professionals and stakeholders.
• Rapid access facilities such as Medical Assessment Units (MAU) requiring robust, specific and auditable operational policies.
• Protocols for transfer of patients within and between regional areas and tertiary units to continue to be developed and implemented with pre-hospital emergency care, trauma teams and other relevant parties.
• Short Stay observation wards or Clinical Decision Units (CDUs) are advocated in emergency patient care. Such units should be directly adjacent to the Emergency Department and should be supervised by Consultants in Emergency Medicine. The length of stay should not be greater than 24 hours.
• Chest Pain Clinics, geriatric, respiratory clinics and in-house specialist services should be used to fast track patient management where possible.
• Information Systems should be used to provide comprehensive comparable and reliable data on activity waiting times. While a least restrictive approach is used this must also be balanced against an emphasis on safety for consumers, staff, carers, visitors and that of the general public.
• An information sheet as to the consumers rights is to be provided to the consumer along with an explanation of the purpose of admission and an indication as to the plan of care that has been developed to respond to the consumers needs inclusive of an explanation about any prescribed medication.
The fourth option is providing handbooks for patients that describe all general and specific instructions and patients' rights that enhance patients to feel safe and secure in the environment. This option, however, was developed using brainstorming and includes some nurses' work in Princess Basma Hospital.
Assess alternative policies
Option 1:
The first option is the staying with the status quo or no-action alternative. This option includes leaving the current policy free from any instructions that enhance the patient to feel safe and secure in the environment. This policy is currently applied. The expected outcomes of applying this policy are that the patient will be admitted in an easy way. However, patients who are admitted according to the current policy do not feel completely safe. Patient usually feels "shocked" because of the new environment and many aggressive incidents occur.
This is a direct result of not being oriented to the surrounding environment. The expected outcomes for applying this option are not fully consistent with the desired policy goal which aims to admit patients easily and safely into the hospital.
This option however does not satisfy patients' needs for safety. It may need to be discarded, but we need it as a base line for comparison between the other options.
Option 2:
The second option is including specific actions in the policy that enhance patient's ability to feel safe and secure in the environment. This option aims at including many specific instructions that enhance patients' feelings of safety such as orientation to the local environment, persons, and procedures, including toilets, washing facilities, nurse call bell system, time of food, taking of details by health care professionals, routine observations, blood test, visiting times, introduce the patient to others in the ward, introducing to health care professionals by name and title e.g. doctor, nurse, presence of identification band and mentioning to the patient an approximate length of time they can expect to stay in hospital.
This option has an opportunity to be applied. The expected outcomes of applying this policy are that the patient will be admitted in an easy and safe way. Safety will not be limited to the physical aspect, but the patient will feel psychologically relaxed in the new environment.
This is a direct result of applying client centered policy within the new environment. The expected outcomes for applying this option are fully consistent with the desired policy goal which aims to admit patients easily and safely into the hospital.
Option 3:
The third option is including general actions in the policy that enhance the patient's ability to feel safe and secure in the environment. This option aims at including some general instructions that enhance patients' feelings of safety, such as mentioning that the care should be provided during admission within a safe environment for consumer, staff, carers and visitors and that the patient and recognized carers should have the opportunity to discuss any issues encountered during admission, any period of leave and as part of the discharge planning process with their treating medical officer and members of the treating team. Another example is that of an orientation to the physical layout of the unit and unit programs and routines, but without mentioning them specifically.
This option has an opportunity to be applied. The expected outcomes of applying this policy are that the patient will be admitted in an easy and safe way. Safety will not be limited to the physical aspect, but the patient can feel psychologically relaxed in the new environment. However, although this policy can be described as client centered, the application of the policy may differ according to the staff's general understanding of the policy because it has general statements. This can hinder some important actions needed to enhance the feeling of being safe and secure within the new environment. The expected outcomes for applying this option are MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4
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partially consistent with the desired policy goal which aims to admit patients easily and safely into the hospital.
Option 4:
The fourth option is providing handbooks for patients that describe all general and specific instructions in addition to patient's rights that enhance feeling safe and secure in the environment. Each patient must have a copy of this book. This option aims at including general and specific instructions that enhance patients' feelings of safety that are a compensation of instructions in option two and three. The hand book will be explained to the patient who cannot read by a staff nurse or a family member. This option has a difficulty in application because it will be costly. However, the expected outcomes of applying this policy are that the patient will be admitted in an easy and safe way. Safety will not be limited to the physical aspect, but the patient can feel psychologically relaxed in the new environment. The expected outcomes for applying this option are fully consistent with the desired policy goal which aims to admit patients easily and safely into the hospital.
Display and distinguish among alternative policies
After generating four policies, it is necessary to narrow the options to choose the policy that is most consistent with the evaluation criteria. To compare the alternative policies, a table of matrices will be applied. This table describes and compares the policies using scenario comparison and identifies strengths and weaknesses of each alternative according to the evaluation criteria.
The most important criterion for comparison between alternative policies is the effectiveness of policy and achieving the desired goals appropriately. As identified by this table, the most effective policy is policy option 2. However, the worst and least effective policy for achieving the desired goals is policy option 1. The policy options 3 and 4
can be effective but less than policy option 2. Other concerns for the policy options 3 and 4 is that policy option 3 is general and vague and policy option 4 can be costly.
As inferred from the previous discussion, the best option for making patients feel safe and secure in the environment is policy option 2 which aims at adding specific actions (described on page 7 and 8) to the current policy that enhance the patient's ability to feel safe and secure in the environment.
Implement, Monitor, and Evaluate the Policy
As there is a quality management office in Princess Basma Hospital, implementation of the current policy will be with coordination with the quality management office. Implementation will include adding specific instructions to the current policy to obtain client centered policy that enhances feelings of safety and security during admission. These instructions should be included in a separate section called safety insurance section. The following are specific instructions that will be added and include:
• The ward routine must be explained. A copy of the generic hospital booklet 'Welcome to the Princess Basma Hospital must be made available to the patient and in addition local information relevant to the ward area should be shared and supported with a local booklet detailing for example, ward round times, meal times and any other specific information.
• The patient must be asked if they have any particular needs to be addressed during their hospital stay. At this point it is important to establish if the patient has any communication requirements.
• On admission, each patient must be made aware of the approximate length of time they can expect to stay in hospital.
• All patients admitted or undergoing treatments must have 1 wrist band detailing the following:
After including these instructions in the current policy, the new policy will be announced and applied. Nurses will be trained to apply this policy.
The monitoring system will include a check list including each of the new instructions. The check list will be filled in by the patient and saved in the patient's file. Patients will have the right to put a question mark on items that were not explained or applied for them.
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Scenario
O R I g I N A L C O N T R I B U T I O N A N D C L I N I C A L I N V E S T I g A T I O N
Scenario table for admission policy in the Princess Basma Hospital focusing on the problem of safety
Evaluation of the policy will depend mainly on achieving the intended outcomes by making patients feel safe and secure within the environment. Achieving the intended outcomes will be measured using a semi structured interview with the patients and staff and comparing them with the base line data regarding safety. After that, the implementation of the new policy will be applied for the first six newly admitted patients. The result will measure the achieving the intended outcomes.
Conclusion
The policy remains a live document and will be refined, updated and expanded following implementation, evaluation and the introduction of any new alternative or legislation relating to admission policy. It is our aim to ensure that the patient's journey through the admission process and subsequent hospital stay and discharge, are as smooth and trouble free as possible.
References Health Boards Executives in its Project
Guideline: admission and discharge policy (2003) . A study conducted in the United Kingdom in 1999 (1) showed that language barriers may increase the likelihood that a patient would not return to the same institution for future care (1) . In the United States in 2000, another study showed an association between language barriers and actual follow-up appointments (2) . Patient compliance is another issue that emerges from the literature as affected by language access. Patients who have more difficulty understanding their physician or nurse would be less likely to follow treatment directions, and this is not only due to the obvious difficulties in obtaining accurate information, but also because good communication can be a source of motivation, reassurance and support, as well as an opportunity to clarify expectations (3) .
O R I g I N A L C O N T R I B U T I O N A N D C L I N I C A L I N V E S T I g A T I O N
Discussing the issue of language barriers is more important for nurses as they are the only personnel at the patients bedside twenty four hours a day, seven days a week.
A study in the United States covered eleven Boston area ambulatory clinics in 2000 showed that language barriers may play a role in outpatient drug complications, which in turn is related to lower patient satisfaction. Multiple regression analysis of the MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4
MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013 same study revealed that having a primary language other than English or Spanish was an independent predictor of patient reported drug complications, along with the number of medical problems and failure to have side effects explained before treatment. The level of overall satisfaction was significantly lower among patients who reported problems related to medication use than among those who did not (4).
An interview study in an Australian children's Hospital of parents of Chinese immigrants presenting to the emergency department, where interviews arre conducted in English, language barriers and insufficiency of linguistic access services are significant barriers to care (5) .
So it is very important for those working in the healthcare field and for the decision makers to conduct and support studies that reveal the impact of language barriers on nursing care and to look for solutions to overcome drawbacks of this problem on quality of healthcare and patient satisfaction.
Thus this study was conducted to assess the impact of language barriers on quality of nursing care at Armed Forces Hospitals, Taif, Saudi Arabia and to suggest possible interventions to overcome the effect of language barriers on quality of nursing care.
Materials and Methods
This study was conducted during the period from April -December 2009 in Armed Forces Hospitals, Taif, Saudi Arabia. These hospitals consist of 3 main hospitals (i.e., AlHada, Prince Mansour and Prince Sultan Hospital) in addition to the Rehabilitation center. They are serving military personnel and their families at Taif region.
The study included all nurses working at these hospitals with a total of 385 nurses distributed in different hospitals. All nurses who are working at Armed forces hospitals and have at least one year experience of work in Saudi Arabia at the beginning of the study were invited to voluntary participate (n= 360).
A predestined self reporting questionnaire was applied to all participants. The questionnaire was provided in English language (the language used by all foreign nurses). It included socio-demographic information, work experience in and out of Saudi Arabia, level of reading, writing, speaking and understanding Arabic, English and other languages, training experiences in the Arabic language, their attitudes towards impact of language barrier on quality of healthcare, their experiences of problems associated with language barriers and their suggestions to solve the problem.
Another simple questionnaire was distributed to 227 inpatients already present during the study period. The questionnaire was in Arabic language and was administered through interview with the patients. It included questions about the age and level of education in addition to questions about their assessment of the magnitude of the language barrier and its relation to the communication difficulties with the nursing staff as well its relation to their satisfaction of the healthcare provided.
Approval of the Research and Ethics committee of the Armed Forces Hospitals, Taif, Saudi Arabia was obtained to conduct the study.
Results
This study included 343 nurses with a response rate of 96% and 227 patients with a response rate of 88%.
The majority of nurses were female (92.7%). There were 58.9% with nursing high school education, 37.9% bachelor degree in nursing and only 3.2% with master degree in nursing. The overall experience in nursing was almost equally distributed in the following groups: less than 5 years, 5-10 years and more than 10 years of nursing. More than half of the participating nurses (56%) have 2-5 years of work in Saudi Arabia including their work at Taif Armed Forces Hospitals, however, about 20% either had 1-2 years or more than 5 years of work in Saudi Arabia (Table 1 -opposite  page) .
Regarding patients, there were 120 males out of 227 patients (55%) and there were 71% among them having less than university education.
Forty-nine percent of the nurses reported they have difficulty in dealing with patients because of the language barrier (Table 1) .
Regarding Arabic language knowledge, self-report of the participating nurses revealed that they cannot read or write at all (68.8% or 70%, respectively). However, 98.5% were either completely (33.8%) or a little (64.7%) able to speak and 99.7% were either completely (39.1%) or little (60.6%) able to understand the Arabic language ( Figure 1 ).
Almost one fifth of the participating nurses think that healthcare outcomes (i.e., nursing care, understanding patients' needs, communication, healthcare errors, having trust in nursing care and feeling satisfaction) are USUALLY or ALWAYS affected because of language barriers (median is 22.4%). However, more than half of the nurses think that the reported healthcare outcomes are SOMETIMES affected because of language barriers (median is 55.8%) (Table 2 -page 20).
Knowledge of participating nurses about the Arabic language was estimated using scores 0, 1, 2 for no, little and yes knowledge of reading, writing, speaking and understanding as reported by the nurses. It was found that 40.3% of those who have less than average Arabic language score have experienced questioning because of language barriers compared to 29.9% among those who have above average score (p=0.05) (Figure 2 ).
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MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013 More than average (n= 250) and less than average (n= 93); p value = 0.05 Among patients, there were 33.2 and 26% who reported communication difficulties and decreasing satisfaction, respectively, as usual or always experienced because of language barriers. Those who reported communication problems and decreasing satisfaction as sometimes experienced were 59.5% and 56.3%, respectively (Figure 3 ).
An exactly equal percentage of nurses and patients (90% and 89.5%, respectively) suggested that attending an Arabic course during the orientation period before starting work is essential. Similarly, 85% and 83.1%, respectively suggest translators in different wards to minimize language barriers. However, 94% of nurses compared to 73.9% of patients prefer common words dictionary as a solution. About 83% of nurses compared to 64.4% of patients think that using the signal language can help in minimizing language communication difficulties. Most of the patients (87.7%) encourage having Arabic speaking nurses to overcome the problem (Figure 4 ).
MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4 MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013 Discussion Differences in language between healthcare providers and patients increasingly impose barriers to healthcare (5) . The consequences of language barriers range from miscommunication with its drawbacks on health outcomes (6) to inefficient use or lack of access to health care services (7, 8) . The current study may be the first that assesses the magnitude of language barrier as an obstacle to the healthcare system in the Arab world. Although the majority of nursing staff in the Arabic speaking gulf countries are from non-Arabic speaking countries, research that indulges this major problem are lacking. The current study revealed that the majority of working nurses find difficulty in dealing with Arabic speaking patients who represent all the patients in the facility. Moreover, most of the patients find difficulties in communication with non-Arabic speaking nurses and their overall satisfaction is affected.
The current study ranked the healthcare outcomes that may be affected because of language barriers according to nurses selfreporting. Understanding of patient needs (88.4%) was ranked first followed by general communication with patients (86.9%), quality of nursing care (81.9%), delay in nursing care (80.7%), building trust with patients (77.3%) and potential for healthcare errors (57%). Additionally, nurses reported that language barriers affect the nurses' overall job satisfaction.
A systematic review of 47 articles by Yeo (2004) (9) indicated that language barriers are associated with lack of awareness about health care benefits (such as Medicaid eligibility) (10), less insured status (7), longer visit time per clinic visit (8), less frequent clinic visits (11), less understanding of the physician's explanations (6, 12) , more lab tests (7), more emergency room visits (7), less follow-up (8), and less satisfaction with health services (13, 14) . As the reviewed studies were all observational causal relationship between language barriers and quality of care could not be established.
Several studies have reported negative associations between the presence of language barriers and the number of healthcare visits (10, 11, 15) . David and Rhee (1998) (6) concluded that the language barriers are correlated negatively with patient satisfaction and medication compliance.
Another Several studies demonstrate that language barriers result in both inefficiency and potential increases in costs (7, 8) . For instance, Hampers (7) Using nonverbal communication such as hand gestures and facial expressions has also been suggested by other researchers (6, 7, 8) . The percentage of nurses who suggested nonverbal communication in the current study was higher compared to patients (83% among nurses vs. 64.4% among patients).
Using a dictionary may be why that is preferred by the patients as it takes time and may not be suitable in day-to-day communication, however, for nurses they have it all the time with them and they can review commonly used words any time.
It is not only attending language classes or using non-verbal MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4 MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013 communication; healthcare providers are encouraged to attend in-services that focus on cultural awareness, especially in Saudi Arabia where culture is different and affects health and lifestyle of the population in different ways.
As Saudi Arabia hires healthcare professionals with multicultural and multilingual backgrounds, assistance from specially trained interpreters or family members of the patients is essential to providing enhanced healthcare and culturally competent care. Having translators in different departments has been agreed upon by both nurses and patients in the current study (85% and 83.1%, respectively). The issue of who should be the interpreter, (whether that person should be a trained or untrained individual?) has been discussed by Timmins (2002) The quality of interpretation depends on many factors including the accuracy and content of a competent medical interpretation (20). When untrained personnel are involved in iterpretation the content of medical advice is often not fully understood (12) and patients are less satisfied with the health service (21).
Hiring Arabic speaking staff as an alternative is highly recommended by the patients, which needs more efforts from healthcare institutions, decision making, and community leaders to establish institutions for nursing education and to raise awareness of the community towards importance and need for Arabic speaking nurses. This requires a long-term strategy and collaboration of different organizations.
Proper communication is essential for optimal patient care and to maintain health.
Future studies may focus on the causal relationship between language barriers and various health outcomes. Clinical trials need to be conducted to determine the effectiveness of interventions (e.g., Arabic language courses, bilingual staff, common words dictionary, etc) and their impact on improving communication (i.e., access to care), change behaviors (i.e., health outcomes), and ultimately reduce disease. Moreover, it is necessary to view the language barrier through a cultural competency model. Several conceptual models (22, 23, 24) have been developed; however, fitting these models to the Arab culture is essential or developing new fitted models. Cancer-related fatigue that associated with chemotherapy has been associated with other symptoms, including pain, difficulty sleeping and muscle weakness (Cleeland, 2007) . Cancer-related fatigue may interact with other common adverse effects of chemotherapy drugs, such as nausea and vomiting, by increasing their perceived severity. This could increase their impact on patient activity, and challenge patients' ability to complete their recommended treatment on the optimal schedule. In addition to having a significant influence on the quality of life (QOL) during chemotherapy, CRF may be present even before treatment begins; it can increase during the course chemotherapy; and it can persist at a higher-than-baseline rate, sometimes for years, after cancer treatment is finished (Nail & King (1987) .
R E V I E w A R T I C L E
Cancer-related fatigue has been under-reported, under-diagnosed and under-treated (NCCN, 2012 Many articles obtained and reviewed, only 18 research articles that achieved the inclusion criteria for the purpose of this study. The inclusion criteria were the following: (1) it is a research-based study; (2) written in the English language; (3) investigated the pain experience among patients receiving cancer treatment; and (4) recently published article. Each article will be read and analyzed, to identify the main themes/findings of the studies. Articles then will be systematically compared for common concepts to recognize similarities and differences in scope and findings across the studies. The articles that included in this study were quantitative and qualitative studies that published in peer reviewed nursing and medical journals. Countries within which the studies for this review were conducted include the United States, Australia, Japan, China, Greece, and Jordan.
The 18 studies composing this integrative research review were seven quantitative studies and seven qualitative studies. Although only 18 studies were included in this research review, a wide variety of instruments were used to measure concepts related to cancer pain experience. The most common questionnaires used in these studies are the piper fatigue scale. The sample sizes in the 18 studies in this review ranged from 11 to 360 adult cancer patients aged between 18 and 82 years.
Finding
More than half of the patients had suffered fatigue every day or almost every day. Nevertheless, even social activities, concentration and caring for the family were more difficult for >50% of patients on the days when they suffered from fatigue. An analysis of the financial impact of this syndrome revealed that 75% of patients had changed their employment status. Bed rest, exercise, and relaxation techniques were the treatments most widely advised by health care provider; nevertheless, 40% of patients were not provided with any advice or recommendation.
Cancer-related fatigue
Cancer-related fatigue (CRF) is a universal distressing symptom among cancer patients who are receiving cancer treatments (Gibson,et al.2005) . The National Comprehensive Cancer Network (NCCN) defined CRF as: "distressing persistent, subjective sense of physical, emotional and/or cognitive tiredness or exhaustion related to cancer or cancer treatment that is not proportional to recent activity and interferes with usual functioning" (NCCN, 2012, p.FT1). Cancer-related fatigue has been reported as the most important symptom that impairs the quality of life and daily patients' activities (Rayan, et al. 2007 ). According to NCCN, 70% to 100% of cancer patients experience CRF and most cancer patients suffer from CRF while receiving chemotherapy, radiation, or bone marrow transplant (NCCN, 2012) . Cancer patients experience CRF resulting from the disease process, treatment modalities, psychological burdens, and worsen during chemotherapy course and persists for months after completing the treatment .
A study conducted by Erickson, et al. (2010) aimed to explore factors affecting fatigue. The researchers recruited 20 adolescents with cancer receiving chemotherapy. Twelve cancer patients in the study reported brief peaks of moderate to severe CRF that occurred one to four days after each week of chemotherapy administration. In addition, the researchers found that the factors that made CRF worse included "not being able to eat before procedures, going to the bathroom a lot, getting chemotherapy in the morning, and just getting chemotherapy". Relationship between Chemotherapy and Fatigue Wielgus, Berger, & Hertzog (2009) found that higher CRF is associated with chemotherapy treatment. Hofman and colleagues (2007) found that more than 80% of patients receiving chemotherapy report CRF as a significant side effect of treatment. At the same study they found that 88% of patients who had chemotherapy reported that CRF had affected their activities of daily living.
Lucia and colleagues (2003) explain the relation between cancer and CRF and found that 70% of people with cancer report feelings of CRF during and after adjuvant chemotherapy. Hwang, et al. (2003) in their study proposed a conceptual model with three dimensions (situational, biological, and psychological dimensions) that predict cancerrelated fatigue. The situational dimension represents demographic information including age, gender, stage of cancer, active cancer treatment, and caregiver status. The biological dimension can be described by serum chemistry profile to identify anemia caused by chemotherapy or radiotherapy (Berndt, et al. 2005) . The impact of anemia on CRF may be different depending on onset time, patient age, and co-morbidity (Berndt, et al. 2005) . Psychological factors, such as depression and anxiety, may contribute to the development of chronic CRF before and after chemotherapy among patients with solid tumors (Wasteson, et al. 2009 ). Distress after a diagnosis of cancer can be caused by the initial fatigue, and other side effects of upset, like insomnia which may also increase in patients undergoing chemotherapy (Wasteson, et al. 2009 Yurtsever (2007) found that the majority of cancer patients receiving chemotherapy (86%) experienced fatigue; and73 % stated that they coped with CRF by decreasing their activities and resting more. In addition, taking care with their nutrition (12%), exercising (5%), reading a book or newspaper (3%), listening to music (3%), drinking lots of fluids (3%), watching television (3%), trying to cope with the pain (3%), and massage (3%). Additionally, when the patients used these measures, 26% stated that the measures were "partially effective" in decreasing their CRF and 37% stated that they were "ineffective." Age was not found to be a significant contributing factor that is affecting the level of fatigue. However, other related factors including gender, length of illness, number of chemotherapy courses, and patients' symptoms were found to have an effect on level of fatigue. The findings of Yurtsever may refer to the majority of patients experiencing CRF, coped with less activity and more resting.
On the contrary, Kuchinski, Reading, & Lash (2009) In another study done by Blaney, et al. (2010) who explored the barriers of using exercise among patients recently diagnosed with cancer and suffering of fatigue.
The researchers reported that Cancer-related fatigue was associated with barriers such as physical problem, social isolation, and difficulty of making a routine exercise. Lee, Tsai, Lai, and Tsai (2008) , explored the relationship between fatigue, hemoglobin, and the coping strategies used by cancer patients receiving chemotherapy. The researchers found that majority of patients had a baseline hemoglobin level of 12 g/dl and a significantly greater mean cancer-related fatigue score than patients with hemoglobin >12 g/dl. Cancer-related fatigue levels were significantly higher in patients receiving a third course of chemotherapy than in those receiving first course.
The most commonly used management strategy was energy conservation (sitting and lying down). However, participants rated exercise, sleep, going to bed early and walking as the most effective. Distraction techniques, such as listening to music, reading books and visiting with friends had low-to-moderate effectiveness. The most effective coping strategy was chatting with others; back massage and relaxation training which were found to be moderately effective in reducing chemotherapy-induced fatigue. Thus, implementation of these coping strategies may prevent CRF and promote the quality of life.
Yesilbalkan, (2009) Discussion: There is no study that has been conducted on the topic in Jordan. Therefore, the research about this topic is a national and international priority. We hope, however, that the next few years will witness
E D U C A T I O N A N D T R A I N I N g STRESS AND COpINg AMONg pSyCHIATRIC NURSES
Introduction
Stress is a term often used by individuals in a variety of social, academic, and employment settings. However, nursing is a stressful profession that deals with intense human aspects of health and illness (Arafa et al., 2003) . The presence of workplace stress among nurses is considered as a cost factor on the health care organization. According to the American Institute of Stress (AIS), stress is considered number one health problem in America.
Recently it was estimated that the cost of stress is approximately $250 to $300 billion annually. This cost can involve absenteeism, diminished productivity, nursing turnover, short-and long term disabilities, workplace accidents, emotional problem, clinical incompetence, direct medical, legal, and insurance fees (ILO, 2000) . Carson et al. (1995) concluded that the levels of work stress experienced by psychiatric nurses are unusually and especially high. While psychiatry nursing has similarities to other nursing specialties, it differs as staff have more intense relationships with their patients, engage in preventing self-harm, and often face higher levels of challenging behaviors in the environment (Dallender et al, 1999; Jenkins and Elliott, 2004) . Many sources of stress in psychiatric nurses work have been identified, such as heavy workload, organizational structure, difficulties with patients, home/work conflict, and inter professional conflict , which lead to feelings of depression, helplessness and hopelessness. The link between work stress and somatic complaints, coronary heart disease, alcoholism and attempted suicide has also been well documented (McVicar, 2003 & Tully, 2004 .
Although the stress in the psychiatric nurses' environment can affect the care provided and contribute to burnout (Currid, 2008) , it is still very prevalent. According to the Royal College of Nursing (2005), forty percent of nurses in acute mental health care show signs of psychological ill health, and fourteen percent of them are classified as in distress. Despite these significant and dangerous outcomes, studies into stress in mental health nursing are few, and studies specifically looking at acute mental health nurses are even fewer (Currid, 2008) . So, the fact that there is little known about stress in acute mental health inpatient nurses, and its dangerous effects on the nurses' health and their profession, made it a very significant topic.
Few studies have been conducted in Jordan about stress and coping among Jordanian nurses. For example, Hamaideh, Mrayyan, Mudallal, Faouri and Khasawneh (2008) conducted a study about Jordanian nurse's job stressors and social support. However, there is not any study conducted in Jordan to explore psychiatric nurse's stressors and their coping methods to deal with the every day life difficulties present in their job.
When implementing strategies to improve acute wards, it is important that we also look at wellbeing of staff who deliver the care to the vulnerable patients in this specific area of nursing (Currid, 2008) . Psychiatric nurses need to manage their stress and keep themselves well before they can provide care for the clients. To reduce nurse's job stress, first we need to recognize the impacts of job-related stress and make use of the most effective coping methods to manage it (Wang, Kong, & Chair, 2009 ).
The purpose of this literature review is to gain more information about psychiatric nursing job stress, coping strategies, and the relationship between job stress and coping strategies through identifying factors contributing to stress in psychiatric nurses, the effects of stressors on nurses' health and the various coping strategies employed by them.
Methods
The analysis was conducted in two parts. The first part focused on stressors and stress outcomes, whereas the second component reviewed research examining coping strategies.
Search strategies
Most popular were multiple databases searches, followed by individual database searches and online search engines. "nurse", "stress", "coping", "ways of coping", "ways of coping with stress for psychiatric nurses", and "occupational stress".
Inclusion and exclusion criteria
The literature search was based on a theoretical rather than on a systematic review format. This search strategy resulted in 25 articles of potential relevance to this review and all were obtained in hard copy. Each article was read in full and assessed for relevance to the review with reference to the following inclusion criteria: English language publication; primary research paper; research that measured stress and/ or coping as outcomes; and psychiatric nurses. Seven studies were excluded from the final review. These included non-nursing participants and/or outcomes other than stress and/or coping.
Nursing Job Stress
Lazarus and Folkman (1984) defined stress as "any situation in which internal demands, external demands, or both, are appraised as taxing or exceeding the adaptive or coping resources of an individual or group".
In nursing, stress of working nurses is a worldwide issue and its prevalence is high. Gray-Toft (1981) investigated the causes and effects of nursing stress in the nursing workplace setting. It was hypothesized that the sources and frequency of stress experienced by nursing staff were functions of the type of unit on which they worked, levels of training, trait anxiety, and socio-demographic characteristics. It was also hypothesized that high level of stress would result in decreased job satisfaction and increased turnover among nursing staff.
Most studies on stress in nursing have focused on general nursing specialties, and relatively little awareness has been paid to psychiatric nurses. Psychiatry nursing has similarities to other nursing specialties, however, its difference is that psychiatric nurses have more deep relationships with their patients, engage in preventing self-harm and often face higher levels of challenging behaviors in the environment (Jenkins and Elliott, 2004) , which cause excessive level of workplace stress to psychiatric nurses (Edwards & Burnard 2003) . In addition mental health work is, in itself, inherently stressful and this has been documented; many studies provided a great deal of evidence to support the conclusion that the levels of work stress experienced by psychiatric nurses are unusually and especially high (Tully, 2004; Carson et al., 1995) .
Research studies in psychiatry nursing identified several sources of stress; Sullivan (1993) found that violent incidents, potential suicide and observational practices are main sources in acute care staff. In contrast, Nolan (1995) identified heavy workload, organizational structure, difficulties with patients, home/work conflict, interprofessional conflict and professional self-doubt to be the most frequent. In addition Yada, Abe, Omori, Ishida, and Katoh (2009) identified MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4 MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013 stressors for psychiatric department nurses, and compared the differing stress variables and levels of stress encountered in the acute ward and the recuperation ward. The results of this analysis found according to the correlations between demographics and nurses' stressors; that Nurses' stressors correlate significantly and positively with shift worked, level of education and model of nursing care provision. Boey et al. (1997) examined work stress in 1043 nurses from three public hospitals and found that one-third of this population reported extreme work stress due to staff shortages and high demands from work resulting in work overload as the most stressful situation for nurses. In addition to these causes Lateef et al. (2001) in a sample of 80 emergency nurses reported more than half of their sample rated stress levels as "moderate to extreme" and almost one-fifth of nurses experienced stress daily resulting from aggressive patient behavior, which was the most stressful experience. Furthermore, work-family conflicts were ranked last as a stressful contributor to work-related situations . Staff in acute mental health care are frequently subjected to violent and aggressive behaviors from patients (Currid, 2009 ). In addition, psychiatric nurses who are working on locked units provide care for clients who require increased observation and complex treatment modalities. This exposes these psychiatric nurses to a variety of difficult work-related stressors (White, 2006 (White, 2006) .
According to Currid (2008) , the acute mental health wards are busy, challenging and much criticized environments. Stress experienced at work by the psychiatric nurse is related to many factors such as dealing with disturbed and unpredictable patients, having a lack of promotion prospects, having to deal with colleagues who do not do their share of the work, and having too little time to plan and evaluate treatment (White, 2006) . Additional sources of stress for psychiatric nurses include feeling professionally isolated, particularly when required to respond to crises and suicidal clients, difficulties in communicating with one's colleagues and managers, lack of adequate communication and support from fellow professionals, and the lack of personal safety particularly when working with unpredictable and potentially violent clients . White (2006) mentioned the most frequently reported stressors by psychiatric nurses include dealing with difficulties that occur when they try to take action against incompetent staff, inadequate staffing coverage in potentially dangerous situations, and having to deal with colleagues who do not do their share of the workload.
He also mentioned some of the less frequently reported stressors include having to deal with potentially suicidal patients, feeling inadequately trained to deal with violent patients, having to deal with disturbed and unpredictable patients, and having insufficient training to work with difficult patients.
In addition, Shen, Cheng, Tsai, Lee, and Guo (2005) reported that the occupational stress among psychiatric nurses in Taiwan was associated with young age, widowed, divorced, or separated marital status, high psychological demands, low work support, and threat assault at work. Moreover, Shen et al. (2005) stressed that the threat of being attacked has become the most important source of stress among psychiatric nurses. Konstantinos and Christina (2008) identified the number of stressors for mental health nurses working in hospitals included the poor professional relationships as the lack of collaboration between doctors and mental health nurses, conflicts between nurses and doctors, and lack of doctors' respect for nurses' opinions and their participation in decision making about patients' care. Konstantinos and Christina (2008) also mentioned that mental health nurses are become stressed by difficulties in relationships and conflicts with other staff nurses they work with.
Happell (2004) proposed that the workload was the highest perceived stressor for psychiatric nurses, followed by inadequate preparation. In addition to organizational issues, lack of nursing staff was also found to be directly related to the mental health nurses' stress (Konstantinos & Christina, 2008) .
As evidenced by the previous literature, the sources of stress for psychiatric nurses working in different settings are complex and not limited. However, most of the literature focused on the risk of violent and aggressive patients, the complex treatment modalities and therapies, organizational concerns, heavy workload, poor professional relationships, communication and collaboration, lack of staff, low work support, and inadequately trained staff.
MIDDLE EAST JOURNAL OF NURSING JULY 2012, VOLUME 6 ISSUE 4 MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013 Very few studies have been performed in Jordan addressing job stress. Hamaideh et al. (2008) in their study about Jordanian nurses' job stressors and social support examined the stressors that Jordanian nurses commonly face in their work setting, social support they received to decrease the influence of these stressors and the relationships between Jordanian nurses stressors and the sample's characteristics. The researchers used a descriptive co-relational research design; a convenience sample of 464 Jordanian nurses who were working in 13 Jordanian hospitals participated in this study. The analysis showed the workload, dealing with issues of death and dying, and conflict with physicians were the most prevalent stressors among Jordanian nurses. In a similar study, Mrayyan in 2009 explored differences between Intensive Care Units (ICUs) and wards in regard to Jordanian nurses' job stressors and social support behaviors as well as predictors of the two concepts. High job stressors and low social support behaviors were evidenced in Jordan. Job stressors were higher in ICUs than those in wards, thus more social support behaviors should be provided to nurses in ICUs. Nurses' stressors should be assessed and managed. In all settings in general and in ICUs in particular, nurse managers should use various social support behaviors to buffer the influence of job stressors on nurses. In contrast there is no study investigating job stress among psychiatric nurses.
Several studies showed that chronic stress might result in increased morbidity and mortality. As a result, nurses bear an increased risk of certain diseases (McNeely, 2005) . In addition, the excessive and persistent stress result in deterioration in an employee's adequate adjustment with various dimensions of professional life and personal life (Kumari & Mishra, 2009) . Signs and symptoms of stress, however, differ among individuals ("Help guide", 2007) .
Help guide (2007) proposed the consequences of stress on psychiatric nurses' health. The negative symptoms consequent of workplace stress include cognitive, physical, emotional, and behavioral symptoms. The cognitive symptoms include memory problems, poor judgment, indecisiveness, inability to concentrate, seeing the negative side of an issues, loss of objectivity, anxiety, racing thoughts, constant worrying, trouble thinking clearly, and fearful anticipation that something will happen. The physical symptoms include headaches, muscle tension and stiffness, diarrhea or constipation, nausea, dizziness, insomnia, chest pain, rapid pulse, weight gain or loss, skin breakout, and frequent colds. Moreover, the emotional symptoms include moodiness, agitation, restlessness, short temper, irritability, impatience, inability to relax, feeling tense, feeling overwhelmed, sense of isolation, and depression. Finally, the behavioral symptoms include sleeping disturbance, eating pattern disturbance, neglecting responsibilities, procrastinating, overdoing activities, substance abuse, jaw clenching, and overreacting to unexpected problems, and picking fights with other.
In addition, Fagin, Brown, Bartlett, Leary, and Carson (1995) proposed the consequences of stress on psychiatric nurses' job performance through psychiatric nurses with high level of stress are more likely to have a higher number of days off sick, have lower self-esteem scores and feel unfulfilled in their work. This also affects their relationships with clients, especially in their ability to empathize with their problems. Furthermore, Kumari and Mishra (2009) cited that problems from stress are especially relevant to poor job performance, lowered level of self esteem resentment of supervision, inability to concentrate and make decisions, and job dissatisfaction. These outcomes of stress can have direct cost effects on the organization.
Coping
Coping is defined as the cognitive and behavioral efforts made to master, tolerate or reduce external and internal demands and conflicts (Folkman & Lazarus 1980) . Studies on coping in nurses have revealed several significant findings.
Coping behaviors are generally classified as problem-oriented (long-term) or affective-oriented (short-term) methods. The problemoriented strategies are those used to solve stress-producing problems, whereas the affective-oriented manage the emotional component involved. Short-term coping methods (eating, sleeping, and smoking) reduce tension temporarily but do not deal directly with the stressful situation. Drawing on past experience and talking it out with others are examples of long-term stress-reduction methods (White, 2006) .
Most nurses engage in positive, problem-focused coping: the ability to develop a strategy that addresses the cause of the stress and is considered to be the most effective strategy to deal with stress (Bennett et al. 2001; Carson et al. 1999; Dallender et al. 1999) . Folkman & Lazarus (1980) have also hypothesized that some people tend to use emotion-focused coping, a strategy considered to be less effective in reducing stressful demands. Emotion focused coping deals with the unpleasant emotional effects of stress rather than finding a way to upgrade its cause. Strategies include distancing from the problem, avoiding stressful situations and exercising self-control over feelings and behaviors (Lambert et al. 2004 ). However, focused coping strategies may have negative outcomes, some studies have indicated that using distancing and self-control may actually predict better mental health in nurses (Folkman et al. 1986; Lambert et al. 2004 ).
Stress outcomes can be either positive or negative depending on the effectiveness of coping. If the individual copes effectively with the internal or external stressor, the individual will experience a positive outcome. If the individual is unable to cope with the stressor effectively, then a negative outcome will result (White, 2006) .
Most people use a mixture of these coping styles and this is reflected in the literature. For example, Lateef et al. (2001) found that Singaporean nurses used a variety of coping strategies in stressful times. Five top coping strategies were identified: planning actions from past experiences; talking to friends and colleagues; going for a holiday; having adequate rest; and diversional therapy. Approximately three-quarters of nurses would approach a colleague or senior staff member for help if they needed someone to talk to, indicating that social support at work is an important strategy in dealing with work stress.
Problem orientation is similar to Folkman and Lazarus's (1988) Planful Problem Solving where efforts are aimed at resolving the problem situation. Problem-focused strategies among stress-resistant nurses mainly were used (Boey, 1998; . These included scrutinizing the problem, managing time efficiently and adjusting workload. In addition, these resilient nurses were able to maintain good mental health by seeking and receiving greater support from family relationships than highly stressed nurses who did not have high levels of support from their families. In contrast, distressed nurses who exhibited more psychological symptoms used more negative strategies such as suppression of feelings and blaming others. Nurses who engaged in problem-focused strategies had a better mental health status as measured by the General Health Questionnaire (GHQ-30) and higher self-esteem and internal locus of control (Boey, 1999) . These findings concur with Chan et al.'s (2000) study of work stress and family support in working professionals. They found nurses who have above average scores for family support reported fewer negative health symptoms. Tysona et al. (2002) described three types of coping strategies among hospital nurses. The first one is the problem-solving strategy, which includes defining goals, planning and searching for alternative solutions. The second strategy is the social support strategy, which is the tendency to turn to others for advice, communication, and comfort. The last one is the avoidance strategy, which involves physical or psychological withdrawal through distraction or fantasy.
Coping with Stress among Psychiatric Nurses
Addressing methods of coping among psychiatric nurses may help to increase an individual's ability to cope effectively and as a result, reduce experienced levels of stress and burnout (White, 2006) . Therefore, how psychiatric nurses cope with job stress is an important concern. This concern is not only for the psychiatric nurses themselves but also for the organizations, since job stress leads to burnout, illness, absenteeism, poor morale of staff, and reduction in their efficacy and productivity (Coyle et al., 2000) . In addition, psychiatric nurses utilizing effective coping methods frequently experienced less stress (White, 2006) . Wang et al. (2009) described three frequently used methods by nurses to cope with stress that are evasive (avoidant activities used in coping with a situation), confrontive (confront the situation, face up to the problem, constructive problem solving), and optimistic (positive thinking, positive outlook, positive comparisons). White (2006) reported that psychiatric nurses favored informal approaches to coping with the occupational stress. These approaches include having pastimes and hobbies outside of work, knowing that life outside of work is healthy, enjoyable and worthwhile, looking forward to going home at the end of the day, having a stable home life that is kept separate from their work life, and having confidence in one's abilities to do the job well.
White (2006) conducted a study on 46 psychiatric nurses, and reported that the most coping strategies often used by the psychiatric nurses working on locked units is having pastimes and hobbies outside work, and the second most often utilized coping strategy was knowing that life outside of work is healthy, enjoyable and worthwhile. On the other hand, the least utilized coping strategy was having confidential one-to-one supervision, and the second least utilized coping strategy was having team supervision.
Interestingly, Coyle et al. (2000) conducted a study on 640 community psychiatric nurses, and reported the same results. The study reported that most methods of coping with occupational related stress are knowing that life outside of work is healthy, enjoyable and worthwhile and having a stable home life that is kept separate from the work life. In addition, the least methods used are confidential oneto-one supervision, and the second least utilized coping strategy was having team supervision. The study stressed that there are some coping strategies built upon structures available within the psychiatric nurses' workplace such as supervision and staff support group. Reininghaus, Craig, Gournay, Hopkinson, and Carson (2007) explored specific stress resistance resources utilized by psychiatric nurses subjected to physical assault and other related stressors. They found that self-esteem, selfcon?dence, and coping met the criteria of general stress resistance resources. They also concluded that assaulted psychiatric nurses who have a supportive manager scored lower on psychological distress than non-assaulted nurses who have an unsupportive manager. This study indicates that psychiatric nurses can MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013 cope with work stressors effectively using the supportive system in the area that they work with. Edwards and Burnard (2003) conducted a systematic review to determine the effectiveness of stress management methods that mental health nurses utilize. They reported that the most frequently reported coping strategies utilized by mental health nurses were social support, having stable relationships, recognizing limitations, dealing with problems immediately they occur, fitness levels, peer support, personal strategies, supervision, good home life with family and partner and interests outside of work. The researchers also reported that the factors associated with increased use of coping skills are being female, particularly for social support and emotional comfort, more experience in the field, being older, jobs security and work setting.
One inadequate way of coping strategy utilized by psychiatric nurses to cope with stress is to consciously or unconsciously distance themselves from the source of stress. This coping mechanism has negative effects on the therapeutic relationship between the psychiatric nurse and the client if psychiatric nurses are still distant or indifferent to their patients . Fagin et al. (1995) explored the effects of six coping strategies utilized by psychiatric nurses to alleviate work stress, that are social support (help from peers), task strategies (ways of organizing work), logic (using a detached approach), time (awareness and management), involvement (identification with work aims), and home and work relationships (the balance between home and work). The study concluded that all of the six coping strategies were effective to alleviate work-related stress except the logic (using a detached approach).
Other study reported that the methods for coping with stress among psychiatric nurses include efficient management of time, planning for team meetings and the construction of support networks in addition to improvements in communications both within and between determent professional disciplines . Tully (2004) focused his study on students of psychiatric nurses and mentioned that they experience stress as any other qualified nurses. In addition, he found that psychiatric nurse students owned limited coping skills such as: wishing things were different, comfort eating, drinking, smoking or taking medications, and by taking it out on others and/or trying to forget it.
Tully (2004) also reported that psychiatric nurse students who reported lower levels of distress on the General Health Questionnaire (GHQ-30) tended to use more appropriate problem-solving methods of coping such as; talking to others, getting help, seeking advice and following it, changing things so that the situations may improve and taking things one step at a time. Fothergill, Edwards, & Burnard (2004) conducted a systematic review to find out the effectiveness of stress management interventions for those working in the psychiatric profession. They mentioned two coping strategies utilized by mental health staff that include support from colleagues and outside interests.
As evidenced by the literature about ways of coping with stress among psychiatric nurses, the mostly used methods of coping are informal methods such as pastimes and hobbies outside of work. This indicates that there is a gap in the health care organizations as they rarely help psychiatric nurses to cope with their stressors. On the other hand, the most formal coping strategy that is reported to be effective is the managerial and peer support although it is reported as one of the least frequently used coping methods.
Conclusion
Job stress and coping among psychiatric nurses are essential for both individuals and organizations. Although stress and coping are very significant topics, very little research about this topic is available throughout the world. The present review of nursing literature has highlighted a dearth of studies addressing stress and coping in psychiatric nurses. This limits the ability to compare and synthesize findings. However, the published studies paint a picture of psychiatric nurses' experiences related to workplace stress and interpersonal relationships, particularly with patients and colleagues. These stressors can lead to poor health and daily functioning. Nurses also experience job dissatisfaction and report their intention to change profession as a result of work-related stress. Psychiatric nurses use mainly problem-focused strategies to deal with work stress. Commonly used problem-focused strategies include problem orientation and social support. Problem orientation is directed at resolving work-related issues, whereas social support acts as a form of emotional coping for nurses. Overall, psychiatric nurses perceive social support, particularly family support, as an essential component in their coping with stress. It is recommended that health organizations recognize the need to provide appropriate support to nurses, perhaps in line with western initiatives.
In addition, no study has been conducted about it in Jordan. Therefore, research about this topic is a national and international priority. We hope, however, that the next few years will witness the conducting of some research about this topic in Jordan in the light of current development in our national competencies that are qualified to conduct such research.
Introduction
Long term institutionalized care for elderly persons is a relatively new phenomenon in the Arab Gulf countries. However, the Arab population, like the rest of the world, is aging and the need for residential long term care for older people is likely to increase. This need will be exacerbated by societal and family changes related to modernization that will challenge traditional expectations of the family to provide all care for its aging members (1, 2) . At present, residential long term care in the region tends to be clinically and task oriented (3, 4) . In most instances, care is provided by expatriate nurses of diverse backgrounds and various levels of knowledge of Arab culture and society. Models of care that support Arab religious and family values are required for high quality long term care alternatives for Arab families.
A person-centered model of care ensures the dignity of the individual and encourages involvement of the family unit in care, in keeping with Arab societal values and Islamic belief. As well, a person-centered care framework could bring a diverse nursing workforce together around a common philosophy and consistent approach, leading to improved health outcomes and satisfaction of residents and their families (5 
Literature Review
Nursing has long identified person-centeredness, holism and individualized care as being integral to quality patient care. However, within the past decade the international focus on humanizing health and social services has precipitated extensive research and literature on the meaning of the term "person-centered" and its implications for nursing and other healthcare practice (5) . Person centered care has been defined as "an approach to practice that is established through the formation and fostering of therapeutic relationships between all care providers, patients, and others significant to them" (6, p. 3) and is based on the values of respect for persons, self determination, mutual respect and understanding.
McCormack & McCance (5) purport that nurses often experience personcentered "moments" in their practice, but that sustained cultures of care where person-centeredness is commonly recognized as the "way of doing business" are infrequently encountered. Person-centered cultures of practice are cultivated through a commitment to change and careful attention to the care environment and care processes as well as the attributes and skills of the nurses providing care (5).
The framework developed by McCormack & McCance (5) places person-centered outcomes at the center of a care environment that is supportive of person-centered care processes and dependent on the person-centered skills and attributes of the care givers. The outcomessatisfaction with care, involvement in care, feeling of well-being, creation of a therapeutic culture-are achieved only when there is synergy between the care processes, the care environment and the attributes of the carers. Person-centered processes describe the approaches taken in completing the tasks of care: working with patients' beliefs and values; shared decision making; engagement of nurse and client; having sympathetic presence, and providing holistic care (5) . The processes can happen only in an environment that supports shared decision-making, power sharing, and effective staff relationships, that attends to appropriate skill mix and that facilitates innovation and risk-taking. Both the care processes and the care environment are made possible by the prerequisite attributes of the nurses: professional competence, developed interpersonal skills, commitment to the job, clarity of beliefs and values, and a good knowledge of self (5) .
Procedure
The overall goal of the workshops was to begin a practice culture change which would result in evidence of more person-centered care practices. The objectives were (5):
• To promote an awareness and understanding of person-centered nursing
• To articulate explicit values and beliefs that inform the provision of nursing care
• To develop a shared vision that promotes person-centered nursing practice
• To collect information on the quality of resident and staff nurse experience in order to benchmark practice change
• To identify areas for practice change
The workshops were facilitated once a week over four consecutive weeks. Participants included head nurses and nursing supervisors of two long term care facilities and a newly opened community care facility for assisted living. There were 23 participants in all. Attendance at each workshop varied from 23 to 16. A focus group was conducted with participants from one of the long term care facilities 12 weeks later to evaluate the outcomes in practice. Written consent was received from all participants in the focus group.
Nurse leaders were targeted as participants with the expectation that they would become facilitators of practice change on their units. The workshops utilized creative ways of unleashing the nurses' leadership potential. By cocreating a shared vision for care, and critically reflecting on care practices, they moved a step toward developing a culture of person-centered care. During the final workshop, they agreed on one priority area for change. They clearly identified the problem, and brainstormed on an action plan for change. The nurses were enabled to use the action learning cycle, to critically reflect on their work and work environment and to develop alternative ways of thinking and doing that would enhance quality of life and satisfaction for residents and families.
The first workshop introduced the participants to the concept of person-centeredness and the person-centered care framework. An activity called "Victorian Parlour Game" (7) was used to help participants recognize empathy for the residents under their care. In this activity, participants were asked to think about the question: "if I were one of my residents, how would I feel right now?" The answers of all the participants were then organized into an insightful poem that indicated that each participant was aware of the feelings of isolation, loneliness and hopelessness often felt by residents of elder long term care. (See "In Long Term Care")
In small groups, participants mapped aspects of a case study against the person-centered framework. After plenary discussion of this activity, participants discussed in pairs how these concepts could be used to change some practices on their units, and decided on three ways that they could use these ideas in their practice in the coming week.
reflection on each of the personcentered processes, unit groups were asked to evaluate the quality of care on their units. They then brainstormed how they could validate these evaluations by using sources of data available to them. Each group developed a plan for evaluating the use of personcentered processes on their unit and for identifying areas of practice that needed to change.
The final workshop examined the attributes of the nurse and the care environment that are essential for a person-centered culture of care. It also aimed to assist participants to plan for a continuous trend toward a person-centered culture of care.
In their unit groups, participants evaluated the context of care in their facility and discussed how the care environment contributes to the areas of care that they had identified for change. Plenary discussion identified and prioritized common themes related to change to the care context. The top priority theme was then analyzed by the group to clarify the problem, identify the evidence of the problem, suggest desired outcomes, develop possible solutions, and decide on how outcomes could be evaluated. The action learning cycle (plan, act, observe, reflect) was presented as a process for ensuring continuous change in the care culture.
By engaging nursing leaders in reflecting on their practice settings and comparing what they see with the visions that they have developed, these workshops initiated a process of change toward more personcentered care. Identification of one priority area of change, and employment of the action learning cycle created the opportunity for the change process to be sustained.
Evaluation
An evaluation form was completed by participants at the end of each workshop. Participants commented: "have started (a change process) and will continue"; "very, very much excited (to initiate a change in care practices)". Responses to the evaluation questions indicated that participants understood the concepts from the workshop, and were able to identify significant sources of data for evaluating care practices on their units. Many participants identified incongruence between care being provided on the units and their shared vision: "care is task centered" and "nurses do not spend time talking with residents". They recognized methods for gathering data on the care processes on their units including: talk with the residents and let them tell their stories; patient satisfaction survey; observation; asking questions; random visits; interviews with the residents and families; getting feedback from staff. The participants' high level of engagement in the unit group work as well as the plenary discussion indicated that the workshops were relevant to them. They commented after each workshop that they had enjoyed and learned from each session.
In order to evaluate the usefulness of the workshops in starting a process of change, a focus group was conducted at one of the participating long term care facilities 12 weeks after the workshops were completed. The purpose was to ascertain if indeed practice change had occurred that would provide greater quality of life and satisfaction for residents and families.
Focus group comments indicated that practice change related to individualized care, inclusion of residents and families in care decisions, and improved services to residents and families had indeed occurred. Admission assessment forms had been modified to include more information about residents' likes and dislikes, preferred activities, hobbies, etc. and individualized care plans were developed based on these preferences. Copies of the care plans were shared with families as well as the interdisciplinary team. Interests of family members were being noted and families were included in activities on the units. Recognizing the desire of one resident to be involved in meal preparation, opportunities to help prepare meals for her family were provided, and a weekly cooking activity was made available to all residents.
A committee had been established to plan activities for residents and more activities were offered in the afternoon and evening to accommodate family participation. A volunteer visitor program provided residents with greater variety in interaction as well as companionship.
Nurses noted that residents were "more cheerful" and more active participants in their care. One nurse commented that resident/staff relationships were stronger. Nurses said that family members, too, indicated that they appreciated the extra attention.
Change did not come without some challenges. Nurses noted that it had been difficult to readjust care routines to accommodate resident preferences. There were on-going efforts to educate all staff about the unit vision through making it visible on posters throughout the facility and communicating it consistently at monthly unit meetings. The vision had also been published in both Arabic and English in the form of a handbook, an information booklet and a poster at the bedside along with the resident bill of rights.
Nurses also commented that the atmosphere at work had become more positive and that staff felt informed and involved in the changes being instituted. They felt that the challenge now was to increase the momentum of the change and to gain a reputation as a superior place to work.
Conclusion
Focus group comments indicated that a culture change was happening in this long-term care facility and that resident care was becoming more person-centered as outcomes of of the workshops. In this case, a work environment that allowed nurses the freedom to create a unified vision for care and to recognize and change practices that did not conform to the vision resulted in greater satisfaction and quality of life for both nurses and residents. MIDDLE EAST JOURNAL OF NURSING VOLUME 7 ISSUE 4, AUGUST 2013
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